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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY AGT
State Nebraska

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES

NMAP provides an enhanced payment for dental treatment when treatment is provided or
supervised by a dentist who is employed by the University of Nebraska Medical Center (UNMC)
College of Dentistry and who is providing or supervising the treatment as part of an approved
program of the Coliege. The enhanced payment is to cover the cost of providing care to
Medicaid eligible patients and is made by increasing the Medicaid allowable fee by a set
percentage amount.

The percentage increase is based on the difference between the allowed Medicaid fee and the
average fee allowed by the other third party payers that are most frequently billed by UNMC
College of Dentistry, weighted by the number of Medicaid covered services. The percent
difference will be calculated every two years with supporting documentation available for public
review.

UNMC is responsible for the state matching share of the NMAP expenditures. The state
matching share is transferred from the UNMC College of Dentistry to the Department.

Payment for Telehealth Services: Payment for telehealth services is set at the Medicaid rate for
the comparable in-person service.

Payment for Telehealth Transmission Costs: Payment for telehealth transmission costs is set at
the lower of: (1) the provider's submitted charge; or (2) the maximum aliowable amount.

The Department reimburses transmission costs for line charges when directly related to a
covered telehealth service. The transmission must be in compliance with the quality standards
for real time, two way interactive audiovisual transmission as set forth in state regulations, as
amended.
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